globally. Identified programs were then surveyed regarding their implementation of structural and process CR specific quality indicators.
Remarkably, only half the countries in the world have any CR programs at all. It is particularly problematic that some of the areas with the highest incidences of CVD such as Ukraine, Vietnam and Ethiopia do not have any CR programs. Not surprisingly, in general, higher resource countries have the greatest availability of CR programs. When the incidence of CVD in a given country is compared to program availability, however, most programs have excess capacity (i.e. on average, program volumes were approximately 80% of annual capacity). This highlights the need to maximize referral and increase adherence to CR programming.
It is encouraging that the overall quality of CR programming was high. Despite the complex nature, on average, programs delivered interventions targeting the core components of CR. This illustrates the importance of establishing standards for the treatment of patients with CVD [6] . It is concerning, however, that programs that offered more core-components serviced fewer patients. This would suggest the possibility that more comprehensive programs are less efficient. We need to be sure that delivering high quality CR programming does not needlessly restrict program participation.
Attempting to identify every CR program in the world is an enormous challenge. While the research team took a number of steps to ensure an accurate count, the resulting estimate of program availability is most likely an underestimation. The level of resources within a given country likely influences the accuracy of the count. In addition, "ascertainment bias" or the distortion the true frequency of a measure is always a concern when data collection relies on self-report. For instance, a program is more likely to report a higher level of quality of care than is actually delivered.
These concerns notwithstanding, we now have our most accurate assessment of the quantity and quality of CR programs globally. The World Health Organization Action Plan 2013 to 2020 has identified decreasing deaths from non-communicable diseases, including CVD, as a health care imperative [9] . Presumably, given the recognized benefits and the enormous need, if greater resources existed CR programs would be more globally available. Consequently, given limited resources, alternatives to the traditional model of CR are needed. Typically, CR programs are hospital based. The use of technology and hybrid or home-based programs is needed to expand the reach of CR. Additionally, prioritizing some components of CR over others may be necessary. Cardiac rehabilitation programming in Europe (a high availability area), for example, may differ from Africa or South Asia where resources are limited. Local needs and available resources should 
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EClinicalMedicine j o u r n a l h o m e p a g e : h t t p s : / / w w w . j o u r n a l s . e l s e v i e r . c o m / e c l i n i c a l m e d i c i n e determine CR programming. Ultimately, the goal should to be delivering the highest quality secondary prevention services to as many people as possible, regardless of where they live. CR is proven and effective treatment strategy for patients with CVD. Unfortunately, access to quality CR programming is highly dependent on where you live. We now have a better understanding of CR program availability and quality around the world. Policies to promote the development and widespread dissemination of high quality CR programming are needed to better align program availability with the critical need for CR services.
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